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immunization of children have included ED access to immunization services in their plans (Woods and Mason, 1992).
To the extent that children receiving nonurgent care are insured (at least by Medicaid) and services are reimbursed by third parties at levels sufficient to cover the ED's costs, having the capacity to deliver primary care services may make it easier or more affordable for hospitals to acquire and maintain high-technology equipment and to have adequate numbers of specialists on the staff to cover true emergencies around the clock. Most agree, of course, that this is an expensive way to provide primary care. As was noted above, however, the financial incentives for patients and providers do little to encourage greater use of primary care: private insurance is more likely to cover ED visits than primary care visits and Medicaid reimbursements to primary care providers are significantly below their usual fees for office visits.
Others see little future in reshaping the role of the ED. The sheer impossibility of doing so, for already overstretched EDs in urban hospitals that cannot cope today with the volume of severely ill and injured patients they see, is one argument against trying to expand the role. Providing additional services to uninsured populations is clearly not financially viable for any sustained period. In facilities where maintenance of even standard ED capabilities (let alone capacities for, say, advanced trauma care) is threatened by increasing demand for basic emergency services, any move to greater primary care functions for the ED is likely to be unsustainable. The loss of core emergency care functions in an effort to address a broader social need is clearly not the outcome that the EMS and EMS-C communities would desire. Some make a different argument against expanding primary care services in EDs: providing those services because society will not take the steps to underwrite primary care in traditional settings simply postpones a clay of reckoning about how this nation will care for its younger generations.
There was no consensus on these issues among [he members of the committee, and addressing them formally was beyond the scope of the committee's charge. Nevertheless, the dilemma is clear. In some locales, primary care provided in hospital EDs may permit EMS-C interests to thrive; in others, primary care may swamp ED resources and erode capacity to meet true emergency needs. In the short term at least, it will not be possible to expand the primary care system quickly or broadly enough to relieve burdens on hospital EDs, and those now under stress will doubtless continue to experience problems.
The committee did agree that the role of the ED in health care delivery in general and the implications of that role for delivery of genuine emergency care should be addressed explicitly in studies that may be done on the future of primary care, the future of case management and managed cares. It will also demand that a considerable array of difficult topics be competently addressed: who pays;1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
